
Idaho
dIsease

Volume 14 Number 4 •  2007

–continued on next page

Office of Epidemiology and 
Food Protection 

Idaho Department of  
Health and Welfare

P.O. Box 83720 
450 W. State Street 

4th Floor 
Boise, Idaho 83720-0036

www.epi.idaho.gov

Christine G. Hahn, MD 
State Epidemiologist

Leslie Tenglesen, PhD, DVM 
Deputy State Epidemiologist

Kris Carter, DVM, MPVM 
Career Epidemiology Field Officer

Jared Bartschi, MHE 
Health Program Specialist

Ellen Zager, MS 
Epidemiology Program Specialist

Tuberculosis and Travel:
lessons from the recent international incident

The recent uproar over the 
patient with suspected 
extensively drug-resistant 

tuberculosis (XDR-TB) has increased 
awareness about the risks of TB and 
travel. This situation was unusual 
because of concern over the drug-
resistant strain that was initially 
diagnosed, but international travelers 
with TB are not uncommon, due to 
the increasing frequency of travel in 
general. General guidance on TB and 
air travel was published by the World 
Health Organization (WHO) in 2006. 
Following is a brief review of some of 
the recent cases and some major points 
from the WHO guidance. 
 XDR-TB is defined as a subtype of 
multidrug-resistant TB (i.e. an isolate 
resistant to at least isoniazid and 
rifampin), with additional resistance to a 
fluoroquinolone and an injectable agent 
[amikacin, kanamycin, or capreomycin]. 
XDR-TB is rarely reported in the U.S., 
but has increased worldwide. 
 Ultimately, after further testing this 
case was determined to be a multidrug-
resistant strain, not XDR-TB, but some 
of the issues brought to light by this 
case are relevant to all cases of TB.
 It can be challenging to know when 
to allow persons with TB to travel. In 
Idaho, we have taken a conservative 
stance, following the WHO guidelines 
or even being more restrictive if there is 
any question as to the infectious status 
of a patient.
 

Some points from WHO: 

n  Since medical clearances for 
immigrants seeking to enter the U.S. 
may be valid for up to one year 
after clearance is obtained, a person 
could develop infectious TB in the 
period elapsing between the medical 
examination and travel.

n  To date, no case of active TB 
has been identified as a result of 
exposure on a commercial aircraft, 
although some cases of latent 
infection have been documented 
following air travel. 

n  From 1992 to 1994, the CDC, 
together with state and local health 
departments, conducted seven 
contact investigations, one centered 
on a cabin crew member and six 
on passengers with infectious TB 
who had flown during this period. 
Significant findings included:

n  The number of potentially exposed 
passengers and cabin crew exceeded 
2600 on a total of 191 flights 
involving nine different types of 
aircraft. All index patients were 
highly infectious, i.e. smears from 
spontaneous sputum specimens from 
all index cases were heavily positive 
for acid-fast bacilli (AFB) and all 
patients were culture-positive and 
had evidence of extensive pulmonary 
disease on chest radiography. One 
patient also had biopsy and culture-
confirmed laryngeal TB.
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 Reported chlamydia and 
gonorrhea incidence rates are 
highest in the 20-24 year age 
group overall and are increasing 
relatively more sharply in recent 
years compared with other age 
groups (Figures 3, 4). Chlamydia 
rates were highest in South and 
Southwest Idaho and in parts 
of Northern Idaho (Figure 5) 
in 2006; gonorrhea ‘hot spots’ 
existed in many of these same 
areas (Figure 6). 

 Data on persons tested in 
public health clinics reveal an 
overall positivity of 7.5% on over 
16,000 tests in 2006 (for male 
and female visits). With regard 
to patient history, high percent-
positive chlamydia specimens were 
collected from those who were 
a contact to chlamydia (31.4%), 
had gonorrhea (history of repeat 

GC 14.8%, GC this visit 19.0%), 
had > 2 sex partners in the last 60 
days (10.0%), had sex for money 
or drugs (7.5%), intravenous drug 
users (IDU) (7.4%), or sexual 
contacts of IDU (7.3%). High 
percent-positive chlamydia was 
also observed in specimens from 
patients with symptomatic partners 
(17.1%). 

 In calendar year 2006, 
gonorrhea positivity at public 
health clinics was 0.5% on over 
11,716 specimens. Higher than 
average percent positive was 
observed in specimens from 
patients with a symptomatic 
partner (0.6%), with repeat 
infection (10.0%), reported having 
sex for money (2.4%), who were 
men having sex with men (MSM) 
(2.2%), who were IDU (1.1%), 
who had another STD in the last 

12 months (1.1%), with a new sex 
partner in the last 60 days (0.8%), 
or who were pregnant (0.7%).

 While chlamydia and 
gonorrhea rates are low in Idaho 
compared with the national rate, 
the recent rise is very concerning. 
The Division of Health 
recommends careful screening, 
treatment as outlined in the 
2006 treatment guidelines and 
avoidance of fluoroquinolones 
for gonorrhea, and effective 
public health interventions 
including consideration of 
expedited partner therapy to 
reduce risk of re-infection.
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